Aim. To assess the depressive symptoms status of chronic kidney diseases in Nantong, China, with type 2 diabetes and to identify factors associated with depressive symptoms. Methods. In this cross-sectional analytic study, 210 type 2 diabetic patients were recruited from the Second Affiliated Hospital of Nantong University. Depressive symptoms were assessed with the depression subscale of the Hospital Anxiety and Depression Scale (HAD-D). The quality of life was measured with the RAND 36-Item Health Survey (SF-36). And the independent risk factors of depressive symptoms were assessed by using a stepwise forward model of logistic regression analysis. Results. The mean age of the study subjects was 57.66 years (SD: 11.68). Approximately 21.4% of subjects reported depressive symptoms ( = 45). Forward stepwise logistic regression analysis showed that female gender ( = 0.010), hypertension ( = 0.022), Stage IV ( = 0.003), and Stage V ( < 0.001) were significant risk factors for depressive symptoms. The quality of life of individuals with HAD-D score <11 was significantly better compared with individuals with HAD-D score ≥ 11. Conclusions. These results indicate that clinicians should be aware that female patients with chronic kidney diseases with T2DM in their late stage with hypertension are at a marked increased risk of depressive symptoms. Providing optimal care for the psychological health of this population is vital.
Introduction
In China, high rates of unhealthy diets, physical inactivity, and obesity have led to an increase in the prevalence of type 2 diabetes mellitus (T2DM). Over 100 million Chinese people currently suffer from T2DM. T2DM is a chronic disease that in the long-term increases the microvascular degenerative complication of chronic kidney disease (CKD), which is a leading cause of end-stage renal disease (ESRD) [1] . ESRD requires either dialysis or transplantation, which is associated with cumulative hospital days and number of hospitalizations, contributing to excessive Medicare costs [2, 3] . CKD affects 20% to 40% of those who develop diabetes [4] . As the prevalence of T2DM in this country is increasing, the rate of CKD will also rise rapidly.
Depression is the third most important cause of disability in the world [5] . And having T2DM increases the risk of subsequent development or recurrence of depression. As an unwanted cotraveler of T2DM, depression can impinge on self-management ability and hinder patients adherence to treatment regime [6] . Furthermore, available studies have suggested that the presence of comorbid depression with diabetes is associated with poorer self-reported health status and higher adverse outcomes, including incident ESRD and mortality [7] [8] [9] [10] [11] [12] [13] .
According to other documents, the prevalence of depression is observed in approximately 20% of patients with T2DM [14, 15] . Considering the high prevalence of CKD in patients with diabetes and that depression is rather common in patients with T2DM, the factors associated with depression effect on CKD in T2DM are a growing concern.
To our knowledge, the associated factors with depression were younger age, female gender, socioeconomic status, presence of cardiovascular disease, and health status [16, 17] .
Furthermore, depression is associated with microalbuminuria in diabetes related CKD [18] . And low eGFR was regarded as a risk factor of depression in nondiabetic CKD [19, 20] .
However, the factors associated with depressive symptoms among CKD in type 2 diabetic patients have not been examined in previous studies. Therefore we were specifically interested in the relationship between demographic, clinical variables, and depressive symptoms in CKD patients with T2DM.
The aim of this study was to assess the associations between depressive symptoms and kidney disease in an inpatient type 2 diabetic cohort and to learn about the warning signs of mood symptoms in these patients to provide early diagnosis and treatment.
Methods

Study Population and Recruitment. From October 2015
to April 2016, an observational cross-sectional study was conducted among the T2DM patients with CKD from the Second Affiliated Hospital of Nantong University. An eligible person fulfilled the 1999 World Health Organization (WHO) criteria for the diagnostic of T2DM or a hospital discharge diagnosis of T2DM. When abnormal estimated glomerular filtration rate (eGFR) or urinary albumin excretion rate (UAER) was presented in three months, T2DM patients would be categorized as having CKD. The severity of CKD in T2DM was categorized into five stages according to NKF-KDOQI Guidelines [21, 22] and the staging standard of CKD in type 1 diabetes [23] . Stage I: UAER < 10 g/min and eGFR increased obviously, kidney size increased; Stage II: UAER < 20 g/min or increased intermittently (such as exercise, stress state), eGFR increased slightly; Stage III: UAER 20∼200 g/min (last for 3 months), eGFR is normal or above normal; Stage IV: UAER > 200 g/min, eGFR decreased; Stage V: end-stage renal failure, eGFR < 10 ml/min. eGFR was estimated from modified MDRD equations---c-aGFR4 [24] [25] [26] . Cases were excluded on the basis of the following criteria: (1) age < 18 or >80 years at the time of interview; (2) pregnant and lactating women; (3) hearing and cognitive impairment; (4) any unstable medical illness or mental disease; and (5) those who did not complete the questionnaire. Finally, 210 patients were eligible for investigation and entered the study.
In compliance with the Helsinki declaration, all subjects were told about the concept of the study and signed an informed consent prior to commencement of the study. Approval to conduct this study was obtained from the Ethics Committee of the Second Affiliated Hospital of Nantong University.
Instruments.
Two scales, the Hospital Anxiety and Depression Scale (HAD) and the RAND 36-Item Health Survey (SF-36), were used to evaluate depressive symptoms and quality of life (QOL). The HAD [27] , a reliable and valid selfreport rating scale [28] , includes 7 items for anxiety (HAD-A) and 7 for depression (HAD-D). The total score is the sum of the 14 items with a four-point scale on each item (range 0-3). For each subscale, the score is the sum of the respective seven items (ranging from 0 to 21). We defined the scores of HAD-D greater than 11 as depressive symptoms.
QOL were assessed with the SF-36, comprising 36 items organized into 8 scales: physical functioning (PF) (10 items), role physical (RP) (4 items), body pain (BP) (2 items), general health (GH) (5 items), energy/fatigue (VT) (4 items), social functioning (SF) (2 items), role emotional (RE) (3 items), and mental health (MH) (5 items). In addition to the above 8 aspects, SF-36 also contains another health indicator: reported health transition (HT) (1 item), used to evaluate the health status of the overall change in the past year. A Chinese version of the SF-36 scale has been validated by Wang et al. [29] .
Each participant underwent an in-person interview of demographic data (age, gender, income, level of education, health coverage, etc.), diabetes characteristics (duration of diabetes, insulin therapy), and self-care behavior (clinic visit, blood glucose monitoring). Detailed clinical parameters (hypertension, HbA1c, plasma creatinine, and albuminuria) were abstracted from electronic medical record system.
Statistical Analysis.
Statistical analyses were performed with SSPS 21.0. Descriptive statistics were calculated for all variables measured. Data were reported as mean (standard deviation [SD]) or median (interquartile range, IQR) or percentages. Significant differences were determined by using independent -tests (continuous variables with normal distribution), Chi-Square tests (categorical variables), and MannWhitney tests (continuous variables with skewed distribution). A stepwise forward model of logistic regression was used to determine independent factors of depressive symptoms with odds ratios (ORs) and the corresponding 95% CIs. Statistical significance was set at < 0.05 (two tailed).
Results
A total of 223 patients were invited to participate. Thirteen (5.8%) were excluded because of incomplete data. Among the 210 total subjects, 45 (21.4%) patients with T2DM had symptoms of depression. In Tables 1(a) and 1(b), for HAD-D scores ≥ 11 patients, significant associations were found with female gender ( = 0.006), yearly income ( = 0.016), clinic visit frequency ( = 0.018), blood glucose monitoring frequency ( = 0.019), and duration of diabetes ( = 0.035). The HAD-D scores ≥ 11 were higher in T2DM complicated with hypertension (27.8%) compared with T2DM without hypertension (13.7%) ( 2 = 6.18; = 0.013). The rates of depressive symptoms among patients in Stage IV and V were higher than patients in I-III ( 2 = 23.28; < 0.001). About forty percent of the patients who reported depressive symptoms were found with low eGFR ( 2 = 15.42; < 0.001) and macroalbuminuria ( 2 = 17.49; < 0.001). However, there were no significant differences in depressive symptoms by age ( = 0.533), employment status ( = 0.290), education ( = 0.150), marital status ( = 0.093), insurance ( = 0.117), insulin use ( = 0.334), or HbA1c ( = 0.921). Forward stepwise logistic regression analysis was used to identify a model to predict T2DM-related CKD patient who would have depressive symptoms. The results showed that variables of female gender, severity of T2DM-related CKD, and complicated hypertension were significant risk factors for depressive symptoms (Table 2) . This model had a good fit under the Hosmer-Lemeshow goodness-of-fit test ( 2 = 0.233, 2 = 7.568, = 0.477), and accuracy of the model was 78.5%.
T2DM patients with hypertension were 2.5 times more likely to experience depressive symptoms than T2DM patients without hypertension ( = 0.022). The likelihood of depressive symptoms in Stage IV was 6.5 times more than that in stage I, and Stage V was 11.8 times. Female patients were 2.6 times more likely to report depressive symptoms than male patients.
Finally, the subjects were divided into two groups according to the HAD-D score. An analysis showed that all the dimension scores of SF-36 in individuals with HAD-D score < 11 were significantly higher compared with individuals with HAD-D score ≥ 11 ( < 0.05). The results are shown in Table 3 .
Discussion
We found that almost 21.4% of subjects had depressive symptoms (HAD-D score ≥ 11). And the depressive symptoms were negatively associated with patients' quality of life. Depressive symptoms are becoming a serious problem.
We also found the differences between T2DM patients with and without depressive symptoms were yearly income, clinic visit frequency, blood glucose testing frequency, diabetic duration, eGFR, and albuminuria by univariate analysis. The lower compliance to the self-care measures of clinic visit and blood glucose testing will lead to a poor glycemic control which can contribute to the occurrence of diabetic complications [30, 31] . Besides, an increased duration of T2DM contributes significantly to an increase in the risk of diabetic complications. Low eGFR and macroalbuminuria revealed severe renal impairment which could require dialysis or kidney transplantation. These adverse consequences will lead to the increased economic burden of healthcare costs for lower income group. Due to economic instability and increased healthcare expenditures for complications and adherence to treatment, these patients are more susceptible to experiencing psychological diseases [32] . However, age, being unmarried, low monthly income, low educational level, unemployment, and HbA1c associated with depressive symptoms occurrence in T2DM patients have been proved in previous studies [30, [33] [34] [35] [36] . These associations were not revealed in our 210 patients. We expect that this is due to a relatively low power, caused by the relatively low number of cases experiencing depressive symptoms. This is a main limitation of our study. Besides, variations in study design and participants' demographic characteristics might also be the reasons for the discrepancy.
In the final stepwise logistic regression we found that female gender was an independent risk factor for depressive symptoms, which was in line with previous studies [37, 38] . Sun et al. [39] found an association between being woman and depressive symptoms. This sex difference could be due to lower physical activity lifestyle and being more emotional than men.
Besides being female, hypertension was also an independent risk factor for depressive symptoms among T2DM-related CKD patients by stepwise logistic regression. Based on the previous studies [40, 41] , hypertension has been demonstrated to be an independent risk factor of depressive symptoms among patients with T2DM due to increased risk of serious cardiovascular disease complications, reduced quality of life, and poor prognosis.
Additionally, the stepwise logistic regression analysis also indicated that the T2DM-related CKD progression was significantly associated with depressive symptoms. CKD with type 2 diabetic patients were reported to experience symptoms like inability to sleep, depression, and lack of energy when they perceived gradual worsening of their symptoms. As the disease progresses, the decline of the renal function eventually resulted in the outcomes of dialysis. Above feelings will be aggravated gradually [42] . Similarly, our results also showed that the prevalence of depressive symptoms was gradually increased along with the progress of disease. In stages I-V, depression was 8.1%, 24.4%, 20.0%, 37.5%, and 56.3%, respectively. About sixty percent of ESRD symptoms would be complicated by depressive symptoms. Young et al. [4] suggested further testing of targeted depression interventions should be considered in this population, for the reason that major depression at baseline was associated with a 3-fold greater risk of mortality among Stage V CKD diabetic patients.
At the end, there are several limitations in our research that should be addressed. First, our sample was selected from one hospital in China for convenience. The study cannot be considered as representative of the T2DM-related CKD population in China. Second, we used self-reported and closedended questionnaires. Third, the number of complications and treatments of ESRD were not considered. Fourth, the sample size in this study is relatively smaller than some other studies.
In conclusion, T2DM-related CKD patients showed a higher predisposition to depression. Medical staff should pay more attention to the psychological issues when T2DM patients were involved in the treatment of CKD, especially for female patients in late stage complicated with hypertension.
